Introduction
Common causes of oesophageal perforation in children are traumatic, iatrogenic (oesophageal dilation, endoscopy, gastric tube insertion, endotracheal intubation, forceful oropharyngeal suctioning and transesophageal echocardiography), spontaneous or following forceful vomiting 1, 2 . Surgical intervention is the preferred approach in adults and haemodynamically unstable children 3 . We report a case of spontaneous oesophageal perforation in an infant which was diagnosed promptly and managed successfully.
Case report
A one year old unimmunized male child, belonging to a low socioeconomic family was admitted to our institution with a history of fever, loose motions, nonspasmodic cough and not gaining weight. On admission, his weight, head circumference, height and mid arm circumference were 3.5kg, 36cm, 67cm and 10cm respectively. Child was malnourished, conscious and irritable. His vital signs were stable. His airway was patent and no respiratory distress was seen but air entry was found to be significantly less in the right lung with a dull note on percussion. His haemoglobin was 7 g% and the total leucocyte count 7100/cu mm (P55, L 38). His liver and renal function tests were normal. X-ray chest PA view revealed right sided hydro-pneumothorax ( figure 1A ). An intercostal drainage tube was inserted and surprisingly, a large amount of milk came out of the intercostal tube. Contrast oesophagography (figure 1B) showed dye in pleural cavity. 
Figure 1C: Contrast enhanced computed tomography of chest depicting dye in (R) pleural cavity
Thus we made a provisional diagnosis of idiopathic oesophageal-right pleural fistula, as there was no history of upper GI endoscopy, instrumentation or trauma. Child was kept nil orally and treated with IV fluids, parenteral nutrition (amino acid and lipid) and IV antibiotics (meropenem, linezolid) for two weeks but no improvement was seen in review contrast oesophagography. Thus, right lateral thoracotomy was planned. Thoracotomy revealed thick pleura, collapsed lung and longitudinal perforation in thoracic oesophagus about 1.5 x 1.0 cm at level of D4 ( figure  1D ).
Decortication of pleura was done and the oesophageal perforation was repaired. Child was kept in the intensive care unit postoperatively for three days and treated with parenteral fluid, antibiotics, aminoacids and intralipid infusion. Nasogastric feeding was started on the 5 th postoperative day and oral feeding on 7 th postoperative day. Patient responded to treatment dramatically and on discharge his weight was 4.5 kg.
Figure 1D: Intra-operative picture showing hole in oesophagus at D4 level

Discussion
Oesophageal perforation was first described in the late 18th century by Boerhaave 4 . The first paediatric perforation was described by Fryfogle in 1952 5 . Clinical manifestations of early oesophageal perforation can be vague and nonspecific (pain, fever, dysphagia, dyspnea and subcutaneous emphysema). A high index of suspicion is required to prevent delay in diagnosis and to improve the prognosis 6 . Reported mortality rates in the literature are 0-18% in early diagnosis and 7-37.5% in late diagnosis 7 . The mortality rate was higher with a spontaneous rupture of the esophagus compared with an iatrogenic and traumatic rupture (36% versus 19% versus 7%) 2 .
Chest x-rays, water soluble or non-ionic contrast oesophagography and contrast enhanced CT scan with oral contrast are the modalities of choice for early and accurate diagnosis 8 . Surgery is the preferred modality of treatment for haemodynamically unstable patients. Paediatric and haemodynamically stable patients can be managed with a non-operative approach as healing capacity of tissues is good at a younger age 3 . With recent advances in treatment of oesophageal perforations, many studies use endoscopically placed self-expandable metallic stents with or without chest drainage 7 . As our case belonged to the younger age and was haemodynamically stable we tried to manage conservatively but the perforation was not healed and hence we managed the case surgically and the patient was discharged from the ward in a stable condition.
